This article examines the reporting requirements in four jurisdictions in which assisted dying (euthanasia and/or assisted suicide) is legally regulated: the Netherlands, Belgium, Oregon and Switzerland. These jurisdictions were chosen because each had a substantial amount of empirical evidence available. We assess the available empirical evidence on reporting and what it tells us about the effectiveness of such requirements in encouraging reporting. We also look at the nature of requirements on regulatory bodies to refer cases not meeting the legal criteria to either prosecutorial or disciplinary authorities. We assess the evidence available on the outcomes of reported cases, including the rate of referral and the ultimate disposition of referred cases.
Introduction
In this article, we examine the reporting requirements in four jurisdictions in which assisted dying (euthanasia and/or assisted suicide) is legally regulated: the Netherlands, Belgium, Oregon and Switzerland. These jurisdictions were chosen because each had a substantial amount of empirical evidence available. We assess the available empirical evidence on reporting and what it tells us about the effectiveness of such requirements in encouraging reporting. In the Netherlands and Belgium, the reporting rate can be calculated by comparing the number of reported cases with the rates of euthanasia derived from anonymous prevalence surveys of doctors. (In Oregon and Switzerland, the available data do not permit the calculation of a reporting rate.) 1 We also look at the nature of requirements on regulatory bodies to refer cases not meeting the legal criteria to either prosecutorial or disciplinary authorities (or both). We assess the evidence available on the outcomes of reported cases, including the rate of referral and the ultimate disposition of referred cases. Our sources include the legal provisions in various jurisdictions, quantitative and qualitative research studies on aspects of end-of-life decision-making in those jurisdictions, work which reviews the empirical data and the official reports of the relevant reviewing bodies.
Legal and regulatory frameworks for reporting and scrutiny

Legally permissible assistance
In the Netherlands, both euthanasia (understood as termination of life on request) and assisted suicide are legally permitted, if performed by physicians in accordance with the statutory due care criteria set out in the Termination of Life on Request and Assisted Suicide (Review Procedures) Act 2001.
In Belgium, the Euthanasia Act 2002 allows only physicians to perform euthanasia (also understood as termination of life on request). Assisted suicide is not explicitly covered, although Belgium's oversight body, the Federal Control and Evaluation Commission (FCEC), has accepted that cases of assisted suicide fall under the law.
In Oregon, the first Death with Dignity Act (DWDA) was passed in 1994. The act permits physician-assisted suicide (PAS) in one form: the provision of a prescription for lethal medication to be self-administered by the patient. Neither euthanasia nor any other form of PAS is permitted.
In Switzerland, it is only a criminal offence for a person to assist another person's suicide if the assistor has a selfish motive. Almost all assisted suicides take place within the frameworks set up by individual not-for-profit right to die organisations such as Dignitas, Exit ADMD and Exit Deutsche Schweiz (EDS). Euthanasia is not permitted in Switzerland, although the offence of homicide at the request of the victim carries a lower sentence than murder.
Reporting obligations and scrutiny of reported cases
Termination of life on request and assisted suicide remain criminal offences in the Netherlands. The defences inserted into the Penal Code by the Termination of Life on Request and Assisted Suicide (Review Procedures) Act 2001 require the physician to report the case as euthanasia or assisted suicide to the municipal pathologist who then passes the file to the relevant regional review committee (RRC). If the RRC finds that the physician did not act in accordance with the statutory due care criteria, the case is referred to the Public Prosecution Service and the regional inspector of the Healthcare Inspectorate. 2 A doctor who intentionally files a false statement as to the cause of death commits a criminal offence punishable by up to 3 years of imprisonment or a fine of the fourth category (€18,500). 3 Compliance with the Belgian law is monitored by the FCEC, to which all cases of euthanasia must be reported. 4 If a two-thirds majority of commissioners is of the view that the statutory conditions have not been fulfilled, the dossier is sent to the local state prosecutor, 5 although it is not clear what offence has been committed. 6 No penalty is currently included in the Belgian statute for failure to report, 7 and the advice of the National Order of Physicians is not to disclose the fact that a death was caused by euthanasia on the death certificate. 8 In Oregon, the physician must report each prescription written under the Act to the Oregon Department of Human Services (ODHS) and report each death resulting from the ingestion of the prescribed medication. There are no penalties specifically for failure to report:
The Oregon Act does not assign enforcement authority to the Department of Human Services and is silent on what action the agency should take if non-compliance is encountered. When problems with documentation or reporting from physicians are encountered, the Department of Human Services will query those health care professionals for clarification. If the Department of Human Services encounters a violation of the Oregon Act, the individual committing the violation will be reported to the appropriate licensing board. 9
In Switzerland, assisted suicides must be reported as unnatural deaths to the local police and coroner. There is no national body to which assisted suicides must be reported and thus no national reporting data are available. 10 The lack of independent or judicial oversight of assisted suicide has been a subject of concern both inside and outside Switzerland. 11 Indeed, the establishment of a 'medical or official supervisory authority' was recently considered by the Federal Council, 12 but tighter regulation was ultimately rejected. 13 The Netherlands
Reporting rate Figure 1 shows that more and more deaths from euthanasia came to be reported as the Dutch control system became established, 14 that the Dutch reporting rate improved significantly over time and that it has stabilised at approximately 80% over the last 10 years. 15 The latest Dutch reporting rate (from 2010) is 77%. 16 The difference between the rate in 2005 (80%) and the rate in 2010 (77%) is not statistically significant. 17 Lack of, 20 or inadequate, consultation is clearly the most significant reason for referral. Consultation may be considered inadequate if the doctor consulted is insufficiently independent from the attending doctor, 21 or the consultation takes place too . Principal ground(s) for referrals to prosecutor by regional review committee (RRC). 19 that five cases were referred on this ground, it can be inferred that three of the missing four cases were referred on this ground: Regional Review Committees Euthanasia, Jaarverslag 2010, pp. 6, 46. The reason for referral of the remaining missing case is unknown. 20. J. Griffiths, et al., Euthanasia and the Law in Europe, p. 94; Regional Review Committees Euthanasia, Annual Report 2009 (2010), case 14; Regional Review Committees Euthanasia, Annual Report 2010 (2011), case 15. 21. J. Griffiths, et al., Euthanasia and the Law in Europe, p. 96; Regional Review Committees Euthanasia, Jaarverslag 2012, casi 11-13; Regional Review Committees Euthanasia, Jaarverslag 2008, casi 5, 8, 9, 11. early 22 or too late. 23 Consultation has not always headed the list of reasons for referral. Prior to the setting up of the RRCs, during the period 1991-1995, the quality of the consultation was the main reason for discussion in 24% of cases discussed by the Assembly of Prosecutors General. 24 The most significant reason for discussion (in 38% of cases discussed) was that the patient was not in the terminal phase (which is not a due care criterion). 25 Problems with the way in which euthanasia is carried out (inadequate performance) are the second most significant reason for referral. In recent years, most of these cases involve concerns about the dosage of the coma-inducing sedative administered prior to the muscle relaxant which causes death, 26 and the need to ascertain the depth of the patient's coma before administering the muscle relaxant. 27 In some older cases referred on the ground of inadequate performance, the reason was that the lethal medication had been left unsupervised with the patient. 28 This practice has almost entirely disappeared, 29 which is the evidence of an improvement in practice through the 'educative function' 30 of the RRCs via the publication of both individual judgments and annual reports. 22. J. Griffiths, et al., Euthanasia and the Law in Europe, pp. 97-98; Regional Review Committees Euthanasia, Jaarverslag 2012, casus 14; Regional Review Committees Euthanasia, Jaarverslag 2011, casus 16; Regional Review Committees Euthanasia, Jaarverslag 2010, casi 4, 14;
Regional Review Committees Euthanasia, Jaarverslag 2008, casus 6. 23. J. Griffiths 
Belgium
Reporting rate
Prevalence data from a 2007 death certificate study in Flanders -which used a similar methodology to the Dutch national surveys -provide a good picture of reporting practice and the differences between reported and unreported cases. The reporting rate was estimated at 52.8% (95% confidence interval (CI), 43.9-60.5%). 31 
Referral
No cases have been reported to the prosecutorial authorities by the FCEC. 32 One case involving the assisted suicide of a patient with dementia was investigated by the Public Prosecutor in 2006 as it had not been formally reported by the doctor involved (who had instead disclosed the details to the media). 33 The investigation was subsequently closed as the statutory requirements had been met. 34 
Oregon
Reporting rate ODHS is required both to collect data on patients and physicians who participate in PAS under the DWDA and to report physician non-compliance to the Oregon Board of Medical Examiners. The risk of referral to the Board of Medical Examiners renders it extremely difficult for ODHS to collect data on conduct that falls outside the DWDA, a point conceded in the first report. 35 No attempt has been made by ODHS, or any independent researchers, to document unreported PAS in Oregon since the entry into force of the DWDA, although a survey conducted in 1998 found that 3.3% of physicians practising in the United States had assisted suicide during their career. 36 The reporting rate in Oregon is therefore unknown.
Referral
A total of 22 physicians were referred to the Board of Medical Examiners between 1998 and 2012 for non-compliance with the provisions of the DWDA. 37 Non-compliance with the DWDA identified by the ODHS has been almost exclusively of a clerical nature, the most common items being incomplete or late physician reporting forms or incomplete witness forms (missing signatures). However, in 2010, one physician was referred for failing to wait 48 hours between the receipt of the patient's written request and writing the prescription. 38 The consequences of referral are unknown, although in 2007 and 2009, the Board of Medical Examiners found no violations of 'good faith compliance' with the DWDA and thus 'did not sanction any [of the 12] physician[s] for ''unprofessional conduct'''. 39 In 2005, one physician was referred to the Board of Pharmacy after an individual regained consciousness 65 hours after ingesting lethal medication. 40 
Switzerland
Reporting rate
Despite the absence of a regulatory regime like those in the Netherlands, Belgium and Oregon, there is a significant amount of oversight of assisted suicide in Switzerland since 'each case of assisted death must be investigated by the police to determine if the suicide was in compliance with the law, [ . . . if it is not] the matter is referred to the public prosecutor'. 41 The reporting rate for assisted suicides which involve a right to die organisation 42 would appear to be very high as there is no evidence that those organisations fail to report deaths to police. 43 Indeed, it has been noted that suicides reported by the right to die organisations match 'the results of an international study on medical end-of-life decisions based on anonymous reports by a large number of physicians attending dying patients'. 44
Referral
The absence of a national reporting body means that the referral rate in Switzerland is unknown. A small number of prosecutions have taken place. 45
Analysis
Reporting rates
There is no data on the reporting rate in Oregon. The reporting rate within the right to die organisations in Switzerland may be 100%. The reporting rate is significantly higher (77%) in the Netherlands than in Belgium (53%), where legalisation occurred more recently. The reporting rate has risen over time in the Netherlands; it is not yet known whether this is the case in post-legalisation Belgium. The rate in the Netherlands rose when the RRCs were inserted as a buffer between physicians and the authorities. The Swiss experience suggests that a buffer may not be needed to encourage reporting if the process leading up to the assistance involves several layers of administration involving a number of different actors coupled with few legal requirements. In the Netherlands, '[t]he major reason for failure to report [a case as euthanasia] is that the physician does not regard the course of action as a life-terminating act'. 46 These unreported cases frequently involve the use of non-typical drugs to cause death (morphine rather than barbiturates and muscle relaxants) and/or a very short life expectancy. 47 The number of estimated deaths from euthanasia includes such cases, since it does not rely on physicians' labelling of their own practice. Since 99% of cases involving typical euthanasia drugs are reported, 48 this inconsistent labelling is now likely to account for almost all unreported cases. This thesis is supported by data collected on physicians' willingness to report euthanasia. In 2007, of the physicians who stated that they had performed euthanasia since the 2002 Act, 97% stated that they had always reported it. 49 In the 2010 national survey, 100% of acts termed by physicians as euthanasia and assisted suicide were reported. 50 In Belgium, the low reporting rate appears in part to have a similar explanation to the Netherlands (although the Dutch rate is much higher). Physicians only report those cases they perceive to be euthanasia, while many more cases are labelled as euthanasia by researchers. 51 The reporting rate for cases that physicians perceived as euthanasia was 93.1%. Cases were more likely not to be perceived as euthanasia when the shortening of life was less than one week (which may mean that it would not have been possible to comply with the due care criteria). 52 to be reported and more likely to involve opioids. The researchers conclude that '[i]t is possible that physicians find that older patients' requests or suffering are not explicit enough to merit what is in their eyes real euthanasia by bolus injection'. 53 A lack of knowledge about the reporting obligation also appears to play a significant role in non-reporting in Belgium, 54 indicating a need for an education programme when rolling out a new reporting regime. The 2007 death certificate study covered only the Dutch-speaking region of Belgium (Flanders), and there is some evidence in support of the proposition that euthanasia is reported less frequently in the French-speaking region. In a recent survey that included hypothetical cases, 'the lower actual reporting intention of Walloon [French-speaking] physicians for the euthanasia case with muscular relaxants could not be explained entirely by their more frequently incorrect labelling of the case'. 55 Additional factors include a lack of information about the euthanasia law and unwillingness to report:
Walloon physicians indicated considerably more often than their Flemish counterparts that euthanasia was a matter between patient and physician in which a Control and Evaluation Committee need not interfere and considerably less often agreed that the reporting requirement contributes to more careful practice. 56 In the 2005-2006 Sentinel Network Study Monitoring End-of-Life Care Study, 57 the general practitioners (GPs; N ¼ 9) of all the patients who received euthanasia were interviewed, and the reporting rate was found to be 55.6%:
One physician who did not report gave as the reason that they had forgotten (case 6). Another said it was not a case of euthanasia but of terminal sedation with the intention of hastening death so did not have to be reported (case 7). The GP in case 8 did not report the case for the same reason that they did not consult a second physician [procedure too burdensome and not useful]. The physician in case 9 did not report it because they mistakenly thought that according to the law they should have waited for another 15 days. 58 The Dutch experience suggests that education about the requirements may improve reporting in Belgium and that physician confidence in the robustness of the buffer and consequent willingness to report is likely to improve over time.
In sum, the primary reason for not reporting in the Netherlands and Belgium appears to be a difference in labelling between physicians and researchers. Well over 90% of cases labelled as euthanasia by physicians in both jurisdictions are reported. In the 2010 Dutch national survey, the researchers argued that:
. . . our finding that about 100% of the cases in which the advised drugs were used were reported suggests that non-reporting by physicians is not related to unwillingness to report cases of euthanasia. This finding seems more related to lack of clarity about or discrepancy between effects of drugs and intention with regard to hastening death. Further education seems the most appropriate way to further increase the reporting rate. 59
In its response to this data and the researchers' recommendation, the Dutch medical association (the Koninklijke Nederlandse Maatschappij tot bevordering der Geneeskunst) has stated that it intends to attend to this educational need in both general and continuing medical education. 60 Physicians do need more clarity on when to report, 61 but the extent to which the reporting rate would be increased by further education of physicians in the identification and correct labelling of cases meeting the definition of euthanasia is uncertain.
In the Netherlands, the archetypal unreported euthanasia case involves the administration of a sedative, an opioid or a combination of the two, 62 in relation to which the doctor answers 'yes' to the following question: 'Was death the consequence of the use of a drug that was prescribed, supplied or administered by you . . . with the explicit intention of hastening the end of life?' 63 According to the Dutch researchers, two related factors contribute to the mislabelling by doctors of cases of euthanasia, which should be reported. The first is a 'lack of clarity about or discrepancy between effects of drugs'. Put simply, the doctor may wrongly believe that the patient's death was a consequence of the administration of an opioid, as a result of the 'myth that satisfactory symptom control at the end of life is inevitably associated with hastening death'. 64 Since it is possible to cause death using an opioid, it is not possible to determine what proportion of the unreported euthanasia cases are incorrectly described by doctors due to this myth, but better initial and continuing education in palliative care could improve doctors' ability to assess whether death is a consequence of the administration of an opioid.
Another related problem may be that in some cases Dutch doctors may choose not to use the typical euthanasia drugs. A number of reasons have been proposed for this. In difficult cases, the doctor's intention may be to avoid the reporting obligation. Thus, opioids may be used so that it is less clear or unclear whether death has been hastened. 65 Alternatively, opioids or other non-typical means may be used with the intention of prolonging the death because doctors 'have the experience that the patient dies too soon after the administration of regular euthanatics, which can be unpleasant for the doctor himself or for the relatives'. 66 A more fundamental problem may exist in relation to the role of the second factor, intention, which may be resistant to attempts to improve the reporting rate based on education and clarification. As John Griffiths has argued, 'people do not necessarily know what their own intentions are -more precisely, they can think about their behaviour in terms of a variety of different intentions without experiencing any difficulty.' 67 Drawing on the Dutch evidence, Griffiths argues that the reporting rate demonstrates the ineffectiveness of the criminal law. 68 The intention problem suggests that education and clarification may not be sufficient to improve the reporting rate in any system requiring doctors to distinguish between those end-of-life decisions (ELDs), which must be reported and those which are not subject to the reporting obligation. To avoid such a difficult distinction, Griffiths proposes including all medical behaviours that potentially shorten life in the reporting obligation. 69 Griffiths provides only a sketch of his proposed system that would involve professional self-regulation with a local reporting obligation tailored to the ways in which doctors themselves describe their behaviour. 70 No interaction between the regulatory system and the criminal justice system is mentioned; presumably, there would be no such interaction in order to encourage reporting effectively.
Were this proposal implemented, the volume of cases in which there would be an obligation to report would be enormous. 71 In the United Kingdom, Clive Seale's second national survey of ELDs involving doctors found that 39.2% of all deaths occurred following such a decision. 72 The 2010 Dutch national survey found that ELDs occurred in 57.8% of all deaths. 73 It is unclear what sort of impact this would have on the health-care system, but it would be resource intensive. It might also generate an incentive to provide less than optimal care, for example, decreased use of pain relief in any cases in which the doctor believes (even if that belief is unfounded) 74 that the patient's death may be hastened by the administration of pain relief.
A recent suggestion by Right to Die-NL (the NVVE, formerly the Dutch Association for Voluntary Euthanasia) is consistent with Griffiths' proposal to remove the criminal justice system from the review of reported cases. Relying on the extremely low referral rate (or more precisely, the extremely low number of cases in which the RRCs find that the doctor has not met the due care criteria), the NVVE suggested that the review of euthanasia cases should be abolished:
Doctors are very careful in performing euthanasia. Being professionals, they think hard about it. Ten years after the euthanasia law, the NVVE, Right to Die-NL, wonders whether it is not time to abolish the review [of reported euthanasia cases]. 75 
Referral
The regimes in the Netherlands, Belgium and Oregon all require the referral of cases that do not meet the statutory criteria to the prosecutorial authorities, the professional disciplinary authorities or both. In the Netherlands, 0.20% of reported cases were referred to the prosecutorial authorities by the RRCs between 1999 and 2011. No prosecutions have been brought following these referrals. 76 In Belgium, no cases have been reported to the prosecutorial authorities by the FCEC. If, hypothetically, a similar referral rate to the Netherlands were expected, then one would expect approximately 11 referrals relating to cases that were reported between 2002 and 2011. 77 (Of course, there may be good reasons why the referral rate in Belgium would be different from the Dutch rate.) There is no evidence that the FCEC is not referring cases that should have been referred. A study of all reported cases from 2002 to 2007 concluded that the request and consultation requirements were met in all cases. 78 An alternative explanation for the lack of referrals may be that Belgian doctors do not report cases unless they meet all of the legal requirements. This theory is supported by one small qualitative study. 79 In Oregon, the number of physicians referred to the Oregon Board of Medical Examiners for non-compliance with the DWDA as a percentage of the number of DWDA deaths between 1998 and 2012 is 3.3% (22 of 673), which suggests that ODHS operates a robust policy of referral in cases of non-compliance. 80 This may be supported by the fact that ODHS referred a physician to the Board of Pharmacy in one of the three cases where an individual regained consciousness after ingesting medication -an act that may not be within its competence. Moreover, in consideration of the principally clerical nature of non-compliance with the DWDA, it is perhaps unsurprising that the Board of Medical Examiners has not, to our knowledge, to date sanctioned a single physician.
Conclusion
Education, particularly in the field of palliative care, 81 may have some upward effect on the Dutch and Belgian reporting rates. Despite the Dutch national researchers' confidence in the power of education, it may not be enough to improve the reporting rate in any system reliant on doctors' ability to recognise the cases that must be reported. As is now done in the Netherlands, 82 prevalence studies used to calculate the reporting rate should include questions asking how the doctor would classify the ELD so that the reporting rate for doctor-classified euthanasia can also be ascertained, thus clarifying the extent of the difference between the way physicians label cases and researchers do.
What does a referral rate tell us about the effectiveness of a reporting requirement? To evaluate whether the referral rate in a particular jurisdiction is too low, we would need a detailed examination of all of the reported cases that would identify any which should have been referred but were not. Unfortunately, no such data exist. Low referral rates are to be expected, either because of high rates of adherence to the rules or because nonreporting is likely in cases that do not meet the statutory criteria. Nevertheless, in order to foster compliance with the regulatory regime, it is essential that bodies charged with referral do in fact exercise this power in appropriate cases.
In relation to improving the reporting rate, Griffiths' proposed solution is likely to be unpopular amongst the medical profession whose support was so central to legal change on euthanasia in the Netherlands. 83 Jurisdictions considering legalisation may have to
